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INTRODUCTION 


Primary health care has many faces in differing situa- 
tions, as it must if the principle of involvement of peo- 
ple where they are, is followed. In the Lardin Gabas 
area, a unique series of events have occurred which 
has led to the development of such a programme. The 
Church of the Brethren, in cooperation with the 
Church of Christ in Nigeria, which is the Eastern 
Diocese of the Church (see map for boundaries), in the 
early years of the mission, initiated hospital work at 
Garkida and Lassa. The time then came when the 
deteriorating buildings and changing needs obliged 
the leadership of this programme to assess what had 
been done and make plans for the future. They used 
the opportunity (with the encouragement of the CMC 
and through the vision of wise church leaders) to 
develop something new. It was a programme that 
would involve the people in their own villages in 
ensuring care for those who were underserved. 


The new programme included a courageous move to 
train a new type of village health worker, to redesign 
the hospital into a training and referral centre, and to 
involve the community in a total and dynamic way in 
all aspects of the work. Having seen this programme, 
visited the referral hospital where the preparation of 


the village health workers takes place and a sampling 
of the villages involved, | consider that the results of 
this programme are truly impressive. 


The success of this effort is due to many individuals; 
local pastors, hospital administrators, mission 
executives, doctors and the hospital architects were 
all caught up in the development of this new style of 
health care. The names of Ken McDowell, Roger 
Ingold, Roger Schrock, John Horning and many 
others will always be part of the early years of the 
Lardin Gabas programme. 


The leadership of the team engaged in the community 
programme at the present time is provided by 
Yautama Tarfa, with David Hilton as the medical con- 
sultant. The Nigerian saying, “It takes more than one 
head to carry a roof’, however, exemplifies the inter- 
relatedness of all the people not mentioned, but who 
are concerned. One of the strongest assurances of 
continuity and viability are the villagers themselves 
and the village health workers whom they choose to 
serve with them. This is their story. 


R. Nita Barrow 


RURAL BASIC HEALTH SERVICES: 
THE LARDIN GABAS WAY 


Once upon a time, there was a village which was surrounded by hills where there lived many bandits and thieves. 
When villagers travelled outside the village, they were often beaten and robbed. The elders prepared a stretcher 
and appointed two men to go out and help such victims by carrying them back to the village. As time went on, the 
banditry increased, so more and more stretchers and bearers were needed. One day, someone said: “Why not do 
something about these bandits?” So a posse was formed which went out and captured all the bandits and jailed 


them, and everyone lived happily ever after. 


This parable illustrates by its form and content the approach to health care in Lardin Gabas in the northeastern 
part of Nigeria. The main objective of the Lardin Gabas Rural Health Programme is to assist the rural population 
in raising the level of their health — by preventing disease, by training and utilizing their own people in simple 
medical care, and by promoting the message of health through the form of parables told in the local dialect. 


Background Information 


Lardin Gabas, which means literally eastern diocese 
or district, is an area of about 10,000 square miles and 
900,000 people. It includes five local government 
areas of two states, Borno and Gongola, in 
northeastern Nigeria. From Jos, it is a five-hour car 
trip or a one-hour flight to Biu, the western gateway of 
Lardin Gabas. From Biu, a tarmac road connects a few 
villages in the area; however, over 80% of the people 
live in villages far off the main road. Most of these vil- 
lages are not accessible by any road, especially in the 
rainy season from May through October. 


There are over a thousand villages in the Lardin Gabas 
programme area, with average populations of 300- 
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500. The villages have round, earthen-walled huts 
topped with conical thatched roofs. A family’s huts 
and granaries are encircled by grass mat fences which 
afford some privacy for the family. In this enclosed 
compound area, the family often gathers around the 
evening fire to share riddles, stories and jokes or to 
pass along advice from the father or grandfather. 


The area lies within the Guinea Savannah vegetation 
zone and has an average annual rainfall of 35 inches. 
The Lardin Gabas farmers raise guinea corn, a type of 
sorghum, which provides the flour for the mush eaten 
twice daily. Meat and vegetable sauces are used to 
provide variety in the diet. Some farmers have moved 
recently from subsistence farming to the growing of a 
few cash crops, encouraged by expanding markets, 
roads, education and agricultural schemes. 
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However, while Lardin Gabas is not totally unaffected 
by urbanization and Western civilization, it is still true 
that most of the people live and work in much the 
same way as their forefathers. Most of them continue 
to relate directly to the soil for their sustenance, and 
their living patterns and beliefs continue to be shaped 
in large part by their physical surroundings. 


Need for Rural Health Programme 


With a population of over 7O million, the largest of any 
African ccuntry, the urban-oriented government 
health system has faced great difficulty in providing 
effective health care to the vast rural areas. Although 
accurate Statistics are difficult to obtain on the Lardin 
Gabas area, certain patterns emerge from the 
available information. 


At the time the programme began, health services 
were sparse and mostly limited to towns and large vil- 
lages. Most of the health personnel were not from the 
same area where they worked, and most of them had 
received training for curative work in the urban area 
with little or no emphasis on preventive medicine. 
Morbidity and mortality rates were very high. Life 
expectancy at birth was 40years. Waterborne dis- 
eases were responsible for an estimated 25% of all 
deaths in Nigeria. The water supply for the majority of 
the rural population was drawn either from ponds, 
streams, or wells and, in most cases, was con- 
taminated. Latrines were very uncommon and, if they 
existed, were little used. 


Commonly treated diseases of children in the Lardin 
Gabas area_ include malaria, gastroenteritis, 
pneumonia, malnutrition and intestinal parasites; 
malaria, onchocerciasis and schistosomiasis are com- 
mon for adults. Conjunctivitis, skin and mouth infec- 
tion are also very common, as is tuberculosis; the 
prevalence of leprosy in Lardin Gabas is 5%. Although 
the federal government is gearing up for a basic health 
services scheme designed to reach the rural areas, by 
its own estimation only 25% of the population is 
presently receiving health care. 


The Church of the Brethren Mission (CBM) had 
established hospital facilities in Garkida and Lassa in 
response to early missionary concern. These continue 
to serve the area and have now been fully integrated 
into the government health care system. However, in 
1973, in response to the obvious needs of the rural 
area, the CBM decided to shift its emphasis from the 
institutional approach to community health care. The 
basic objective was to reach out into the rural popula- 
tion and to improve the health of the community as a 
whole. And so the Lardin Gabas Rural Health 
Programme was designed and initiated by a doctor 
and four local Nigerians, in consultation with the state 
government. This committee later became an 
advisory committee of eighteen. 


Turning from a passive, curative approach, the Rural 
Health Programme calls for active community 
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involvement in the prevention of disease and the 
maintenance of health. It stresses the necessity for 
educating the people to change behaviour patterns as 
these relate to health. And it bases the educative 
process itself on the traditional means of learning in 
the local culture. 


Let's see how some of this works. 
Programme Development at the Village Level 


The assistant director of the programme initiates a 
visit with the village chief, ward heads or other impor- 
tant village men of a new area. He asks if they are 
interested in doing something about their health 
needs. If a village shows interest, a day is set for the 
director and assistant director to come and talk with 
as many of the village people as can be gathered 
together. Such persons as ward heads, the school 
headmaster, the pastor, the iman, the government 
agricultural agent and community development 
officer are especially requested to attend, although all 
village people are invited. Gi 


The needs of the village as expressed by the villagers 
themselves are then discussed. They are asked to 
determine what their health problems are and what 
they would like to do about them. After this discus- 
sion, the Rural Health Programme is explained to 
them in brief form and they are given time to ask ques- 
tions about it. If interest is shown by the entire group, 
a single-page description of the programme (in the 
Hausa language) is left with the leaders of the village. 
They are requested to meet at least once and 
preferably twice with the entire village to discuss the 
programme and to determine if the village as a whole 
is interested in participating. 


If only little interest is shown on the part of the vil- 
lagers at the second meeting, the programme is not 
pushed. Since the success of the programme depends 

upon strong village initiative and interest, to urge 
uninterested villagers to participate is to introduce a 
serious risk of failure. Interest factors which are 
looked for include: percentage of the village turning 
out for meetings, participation and planning in the 
meetings and percentage of younger adults present. 


If the village is interested in participating, a letter is 
sent by messenger to the director or assistant direc- 
tor, signed by the village head, indicating that the vil- 
lage has met and discussed the programme and is in 
favour of proceeding with it. The assistant director 
then returns on a pre-arranged date to read with the 
members of the village council, and as many other 
members of the village as can be gathered together, 
the booklet prepared by the planning committee cal- 
led, THE RESPONSIBILITIES OF THE VILLAGE 
HEALTH COMMITTEE. This booklet describes in 
detail all of the responsibilities of the village and vil- 
lage health committee (VHC) who wish to have village 
health workers (VHWs) trained for their village and 


become members of the programme. Again time is 
given for questions to be raised and discussed. 


If the village reaffirms its commitment to the 
programme, a village health committee is formed 
which is directly responsible for carrying out the 
health programme in the village. With the exception of 
the village head and bulamas (ward leaders), this 
committee is selected by the villagers themselves. It is 
recommended that the VHC consist of: 


1. the village head 

2. the bulama from each ward 

3. one elected member from each ward who should 
be a farmer representino the ideas and opinions of 
the farmers. 
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@.,. village chief may want to be the chairman of this 
committee. If so, an assistant chairman is elected to 
help carry out the major responsibilities for the chief. 
A secretary is elected for a two-year term and a 
treasurer, who is directly responsible for all general 
activities of the VHWs, is elected for one year. 


One of the important functions of the VHC is organiz- 
ing meetings with the people of the village to explain 
the programme in further detail and to get their 
cooperation and understanding. If the villagers are 
kept well-informed, they are more ready to do their 
part when the time comes for helping with money, 
work or material. 


The VHC is asked to select six candidates (3 men and 

3 women) from the village as potential village health 

workers. The VHC looks for the following conditions 

and qualities in the candidates whom they choose: 

1. Must be married and between the ages of 25 and 
45. 


2. Must be able to speak, read and write Hausa. 
(One of the problems encountered in the pro- 
gramme has been to find literate women in the 
villages.) 

. Must be a good story-teller. 

. Should have a mature personality. 

. Should be able to learn and accept new ideas. 

. Should be able to communicate well with people. 

. Should understand thoroughly the customs, 
beliefs and traditional practices of the people. 
8. Should be a stable person in the community, a 

person who will stay in the community because of 
family and property. 

9. Should hold the respect of the villagers and be 
well-respected and accepted by various clans, 
tribes and religious groups in the village. 

10. Must be in good health and not suffering from any 
serious diseases. 

11. Women candidates may not be more than four 
months pregnant when entering the training 
course. If the committee chooses a woman with 
a baby on the breast, they should sponsor a nurse- 
maid to accompany the mother during the training 
course. 
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The assistant director again visits the village when the 
final selection of the six candidates is made. By 
emphasizing the qualities candidates should possess, 
he helps avoid village politics from entering into the 
selection of candidates. He also distributes copies of 
the booklet entitled RESPONSIBILITIES OF THE VIL- 
LAGE HEALTH WORKERS, prepared by the planning 
committee, to the candidates. A date is set for the 
testing of the candidates. 


The candidates are given a physical exam; individuals 
found suffering from serious illnesses or diseases con- 
sidered severe enough to keep them from doing their 
work are eliminated as candidates. A second exam 
covering speaking, reading and writing in Hausa is 
given, since the training course is given in Hausa. Suc- 
cessful candidates are referred back to the village 
health committee for final selection (1 man and 1 
woman). These two will then attend the three-month 
village health worker's course held in the teaching 
centre of the hospital at Garkida. 


It is the responsibility of the VHC trainee to collect 
from all the villagers the necessary money for tran- 
sport and training. This amount is N48.00 (*) per stu- 
dent for food and house rent and transport to and from 
the course. This money is to be in the hands of the 
programme director or assistant director at least one 
month before the course begins. Candidates are not 
accepted if their donated money has come from only a 
few persons or families. For the programme to be suc- 
cessful, the entire village needs to be behind it and 
contribute to it. 


(*) N1 = US $1.60. 


After being selected, each candidate signs a contract 
with his/her village health committee, which defines 
the following: 


. Minimum salary of N12.00 per month 
.@ minimum of six hours of work daily 
.a minimum of six work-days a week 
.@ minimum length of two years of service in the 
village 
. areturn of N30.00 if the contract is broken within 
two years 
. agreement to attend refresher courses regularly 
. an understanding that if his/her responsibilities as 
a VHW are not carried out, services may be ter- 
minated after a warning period of one month 
(including two verbal notices and one written 
notice by the VHC) 
8. cooperation is pledged by the village to help its 
health workers carry out their task successfully 
9. the VHC assumes the responsibility of attempting 
to solve the problems which the VHWs face in 
their work in such a way that the health workers’ 
welfare is protected 
10. the VHWs are to be held responsible for the 
refund of money or medicines lost during the 
course of service. 
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The quality of the candidates chosen is perhaps as 
great a factor as any in predicting future success of 
the programme in the village. 


Training of the Village Health Workers. 


At the training centre in Garkida (Gongola State), a 
staff of four teachers— two of whom are dispensary 
assistants and two are women with primary educa- 
tion and on-the-job training in the telling of stories — 
conduct a three-month training course twice a year. A 
maximum of twenty students may enter each course. 
The major purpose of the course is to provide the 
VHWs with a knowledge of health education and thé 
basics of disease prevention. This emphasis is main- 
tained so that they may return to their villages and 
teach on a regular and daily basis how a person gets 
sick and what needs to be done to prevent it. 


Curative treatment is taught on a more limited scale; 
only 10percent of the time is spent on diagnosis and 
treatment. Although diseases are named and the 
scientific explanation of how the disease is transmit- 
ted is given very briefly, the main emphasis is clearly 
not to prepare the health workers for a life of curative 
effort, but one devoted to health promotion. Coopera- 
tion with the native doctors is encouraged wherever 
possible; they are never criticised. 


The unique feature of the training programme is its 
extensive use of parables, drama, songs and riddles, 
the traditional methods of learning among people 
who still depend heavily on the oral traditions. These 
techniques are used both in teaching the course and 
in teaching in the villages. 
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Because the village health workers will usually teach 
as they are taught, rather than as they are told to 
teach, the classes for the trainees themselves are 
conducted by teachers who tell stories to each othe 
in front of the students. They then ask the students 
what they have learned from the story. This same 
technique — story, questions, explanation, discus- 
sion — is to be used by the VHW upon returning to the 
village. 


Teaching in the village is often laughed at or simply 
ignored if it conflicts openly with current beliefs. 
Accordingly, stories are constructed to include the 
traditional knowledge or belief and to move, through 
the means of the story, to an action which will help 
solve the problem. Customary ways of telling stories 
in the village are imitated as much as possible with 
perhaps the exception of the introduction. Because 
people in this area usually listen to stories in the even- 
ing, the stories need a different type of introduction 
when they are told in the day. The staff must be sen- 
sitive to the differences in patterns and customs 
among the various villages, as those differences ar 
reflected in the form and content of the traditional 
stories. 


Clinical teaching is limited to the most common 
symptoms, the disease that causes them and the way 
it is contracted, with heavy emphasis on prevention 
through changing health practices. The diagnostic 
method taught is based on symptoms, for the stu- 
dents are instructed to treat symptoms and not dis- 
eases. Each set of symptoms suggests a disease 
about which they will teach their fellow villagers 
through story telling, taking into account the 
traditional beliefs and taboos. 


The female VHWs are especially trained in the health 
needs of children and women. They assist in the care 
of expectant mothers and do monthly examinations in 
the antenatal clinic. Here they give malaria and 
anaemia prophylaxis and screen for high-risk 
pregnancies. They also conduct home deliveries and 


share their knowledge with traditional birth atten- 
dants. 


Use of simple medicines is taught by practice clinics 
with real patients. Brief history taking and a physical 
examination (without instruments) are followed by a 
story conveying the knowledge of what factors con- 
tributed to these symptoms and what actions could 
be taken to alter the development of this health 
problem. Teaching by stories avoids confronting the 
patient directly with his inadequate knowledge and 
allows him to identify with the story character who 
found the solution to the same problem. And finally, 
the appropriate medication is given. 


The inclusion of medical treatment with the teaching 

serves three purposes: ) 

1) it lends credibility to the teaching, 

2) it cures at the local level the most common dis- 
eases, e.g. malaria, gastroenteritis, pneumonia, 
etc., 

3) it provides income for the village health committee 

® from which to pay the health workers’ salary, to buy 

more drugs and to keep the health post in good 
repair. 


The students are encouraged to refer patients who do 
not improve promptly or who have symptoms outside 
the scope of their training. In this way the network of 
village clinics serves as a channel, feeding into the 
higher levels of health care. 


The candidates who graduate from the three-month 
training course become village health workers and 
receive a Certificate indicating that he/she has passed 
through that course. Although it is not a government- 
recognized certificate, it is valid in the VHW’s own vil- 
lage when working under the supervision of the vil- 
lage health committee and the village supervisor. The 
supervisory role for each village is filled by one of the 
dispensary attendants from that area who has been so 
designated. 


Construction and Operation of the Village 
Health Post 


Constructing and furnishing the village health post is 
the responsibility of the VHC. Funds, equipment and 
labour for the construction of the building should 
come from all villagers. When the health post is ready, 
the assistant director again visits the village to go over 
in detail the responsibilities of the VHC and to inspect 
the health post. If all is not in order by the time the vil- 
lage health workers have completed their training, 
they will return home without their initial supply of 
medicines and equipment. No drugs will be sold to the 
village until the building is properly completed and 
equipped. 


Each village health post, constructed in the usual style 
of dwellings in the village, is simply furnished with one 
table, three stools or chairs, a padlock on the door and 
two lockable wooden boxes for carrying medicines. 


The building generally has one large room with 2 or 3 
windows. A latrine has to be constructed at the health 
post before the building is considered ready for use. 
Lack of water supply in some of the remote villages 
has been a problem for the operation of the village 
health programme. 


To officially open the new health post and program- 
me, an inaugural ceremony and day of feasting is held 
when the village health workers begin their work in 
the village. In addition to the usual formalities, health- 
related stories are told and dramas are presented to 
the community. 


The Rural Health Programme of Lardin Gabas gives a 
loan of N70 worth of drugs and equipment to the vil- 
lage when the newly trained VHWs begin their 
activities. This loan is paid back to the programme 
within one year at a rate of N6 per month. 


The daily clinic work begins with a teaching story for 
those who have gathered. The stories include 
teaching about the value of latrines, hand washing, 
well water, home cleanliness, proper diet, family plan- 
ning, immunization and antenatal care. This group 
teaching is then followed by individual teaching and 
treatment according to diagnosis. Other activities of 
the VHWs include: 


1. holding monthly well-baby (under 5) clinics — where 
screening for malnutrition and malaria prophylaxis 
are routine — and antenatal clinic during the dis- 
pensary attendant's visit 

2. holding market-day teaching sessions and other 
special health programmes such as a health drama 

3. helping to organize health clubs and special groups 
where the health worker can do health teaching 
and get others to help with that teaching 

4. organizing healtn classes in men’s and women’s 
groups 

5. talking about health and prevention of disease to 
any interested persons or groups 

6. a monthly trip by the male VHW to the nearest dis- 
pensary to replenish the supply of medicines. 


Outside clinic hours, the VHWs are encouraged to 
visit social gatherings, such as _ baby-naming 
ceremonies, school classes, church meetings, etc. 
Because the VHW is well known in the village as a 
neighbour, his/her health messages tend to be 
accepted more readily. 


Supervision of the Programme 


The village health committee is responsible for seeing 
that all the activities of the VHWs are actually carried 
out. The treasurer of the VHC provides daily general 
supervision. At the end of each day, he meets with the 
VHW and collects all the money from him/her, except 
for N-1.00 which is to be used for making change the 
next day. The treasurer also checks to see that the fol- 
lowing data is recorded properly: names of patients, 
diagnosis or symptoms, treatment given or recom- 
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mended, medicines given, amounts charged, special 
health classes or health lessons given. 


The total number of patients seen each day and the 
total amount of money received is recorded daily, in 
both the VHW’'s book and the treasurer's book. Once a 
month the head of the VHC goes over all the books of 
the treasurer and the health worker together to make 
sure that all is correct. 


Individual members of the VHC are encouraged to 
visit the sessions of the VHWs to show interest in the 
teaching and to encourage the workers. Members of 
the VHC are responsible for discussing with the 
VHWs such things as village reaction to their 
teaching, problems in personal relationships, prices 
charged, etc. 


If a VHW is not doing his/her job properly, it is the duty 
of the members of the VHC to investigate and to do 
everything possible to encourage the person to cor- 
rect the situation. Whenever a problem of this nature 
arises, the village supervisor is also consulted. If after 
a month it is still not possible to correct the situation, 
the health worker is removed from his/her position. 
The village then selects several new candidates for 
examination and training. 


Once a month, at the time of the inventory and 
accounting, the treasurer of the VHC, along with the 
village supervisor and the VHWs will fill out the 
monthly report form in duplicate. The copy for the 
Rural Health Programme is turned in at the time the 
drugs are purchased. The other copy remains in the 
records of the village. The monthly report form 
includes the total of all drugs sold during the month, 
the total of prices charged (money collected), the 
expenses during the month and the cumulative total 
of all funds. It also reports the amount of drugs 
ordered that month and the amount of money paid to 
the VHWs. 


There are 10dispensaries in the Lardin Gabas area 
which serve as referral centres for the serious cases 
and sources of replenishment of drugs for the village 
health posts. Each dispensary has a dispensary atten- 
dant, who is a graduate of a two-year medical aux- 
Hiary training school; he supervises the medical side of 
the VHW’‘s work. Travelling by motorcycle, he visits 
the health posts in his area at least twice a month. 


During his first visit each month, he holds an MCH 
(maternal and child health) clinic, giving immuniza- 
tions to children under five and to expectant mothers. 
He also helps the VHW with the accounts, makes a 
monthly drug inventory together with the VHC 
treasurer and the VHW, helps with the ordering of a 
new supply of medicines and assists in solving 
problems which may have arisen since his last visit. 
During his second visit, he would normally be 
expected to attend a meeting with the village health 
committee to discuss the progress made. 
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Every six months, each VHW is required to return to 
the training centre in Garkida (travel and food are at 
the expense of each village health committee) for one 
week refresher and updating course. If the VHW mis- 
ses the scheduled refresher course, he/she must make 
it up within four months or lose the position as a VHW. 
Between times, a member of the teaching staff visits 
each village clinic twice a year for two and a half days 
to teach new material, to observe the health teaching 
and to provide special classes for the entire village. 
This visit, which usually lasts two or three days, is 
good for the morale of the VHWs. Together with 
regular supervision and the factors of local selection 
and local training, it helps to minimize the potential 
migration of rural health workers to the towns. 


Expenses 


The VHW charges for the services rendered according 
to a schedule of fees determined by the village health 
committee, with suggestions from the Rural Health 
Programme. These fees are put up at the village@® 
health post. From this money, the health workers are 
paid by the village health committee. This salary can- 
not be guaranteed as attendance of patients at health 
posts becomes irregular during the busy farming 
seasons and during the rainy season. However, any 
deficit is to be paid one month from the first suc- 
ceeding month that brings in enough money from 
which payment can be made. One of the problems 
encountered in the programme has been that some 
villages simply do not have sufficient population to 
support the VHWs. 


In addition to the salaries, money also has to be set 
aside each month for: 
— the regular trip to purchase new 


medicines N2.00 

— the expenses for the twice-a-year 
refresher course N3.00 

— building maintenance and new equipment @® 
for the health post N4.00 

— funds to increase the drug supply N4.00. 


Other expenses which are not included above are: the 
salaries of the programme director, assistant director 
and medical consultant, teachers and storekeeper. At 
the present these are paid by the Church of the 
Brethren Mission of Elgin, Illinois, USA, and the 
Protestant Central Agency for Development Aid of the 
Federal Republic of Germany. 


The Progress Made 


A base-line survey to establish the health and nutri- 
tion status of the people was carried out at the begin- 
ning of the programme. In addition; a knowledge, 
attitude and practice study was made. An evaluation 
survey will be conducted again in the latter part of 
1977 in order to measure the changes that have taken 
place. 
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In the meantime, the medical consultant has made 
extended visits to 38 of the 47 participating villages, 
and the teaching staff have visited all of the villages at 
least once. They report seeing much enthusiasm and 
participation among the villagers concerning their 
health programmes. The village health committees, 
which are repeatedly reminded that the village health 
programme is their own, are assuming the respon- 
sibility for the programme. At times they will even 
remind a supervisor that he cannot tell them what to 
do because it is their programme. 


There is an increased awareness of practices which 
lead to better health, and this has brought about a 
number of positive changes. Many villages have now 
dug their own wells, which has greatly reduced the 
incidence of diarrhoea and other waterborne dis- 
eases. A marked decrease in the incidence of fever, 
conjuntivitis, neonatal tetanus, leg ulcers and skin 
infections has also been observed where health 
education has been available and health care provided 
by VHWs. 


®. strong indication of the success of the programme 
lies in the fact that after two and a half years there is 
no problem getting enough candidates to fill the train- 
ing course. Further support for the approach used 
here is indicated by the fact that the federal govern- 
ment has selected it as one model to demonstrate 
what it hopes to accomplish with its forthcoming 
basic health services scheme. 


In the early stage of the programme, the lack of 
government health services at the village level and the 
lack of government recognition of the VHW’s training 
certificate created a problem for the integration of the 
Lardin Gabas health services with those of the 
government. Now, however, dialogue is proceeding 
between the programme leaders and local govern- 


ment officials in an effort to establish a joint training 
programme whereby government VHWs will be 
prepared by Lardin Gabas_ staff. Furthermore, 


programme plans include the addition of 10 villages 
twice a year through 1979 and the intensification of 
sanitation, 


services relating to nutrition, 
hygiene and MCH services. 


wells, 


There is a saying in Lardin Gabas, “One head can't 
carry a roof’, which grew out of the necessity to lift 
the heavy thatched conical roofs from the ground 
where they were made on to the walls of the huts. The 
villagers have always solved this construction 
problem by cooperative effort. In the same way, the 
protective roof of community health care is being 
raised over the villages of Lardin Gabas by the use of 
“many heads” in the Lardin Gabas Rural Health 
Programme. 
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SAMPLE STORIES 
1. Schistosomiasis. 


Once two prosperous brothers’ farmland was wearing 
out; so they decided to move to a new village. After 
obtaining permission from the chief of a nearby town, 
they built houses and started their farming. They 
noted that the people did not gather at the river to 
draw water but rather, each had their own well, which 
seemed to the newcomers rather unsociable. After 
finishing work on the farm, each day the men bathed 
in the river before going home. After three months, 
they both began having abdominal pains and soon 
started noticing blood in their urine. They thought that 
the inhospitable townspeople were poisoning them, 
and went to complain. Upon explaining their plight, 
they were told that, indeed, this had been a problem 
for the rest of the villagers previously. They were 
about to move their village to another site when a 
health worker had advised them that the disease was 
contracted from tiny organisms living in stagnant 
pools and streams which invaded the skin of bathers 


the eggs of these invaders were present in excreta 
from those with the parasite and would be washed 
into the water to complete the cycle by hatching. The 
people said that upon the advice of the health worker, 
they each constructed and began to use a latrine to 
bury their excreta. They also dug wells to draw water 
for drinking and washing. Once those effected com- 
pleted treatment at the hospital, this kind of 
abdominal pain and bloody urine were no longer a 
problem in their village. The men followed the exam- 
ple of the rest of the villages and soon joined the ranks 
of the healthy again. 


2. Child spacing 


A father and his son were planting corn. The son asked 
his father why the corn wasn't planted closer together 
in order to obtain more per hectare. The father 
explained that if space is given between the plants 
they grow stronger and healthier with more grain, 
therefore producing, in fact, more. Can you see the 
relationship between little corn plants and children? 
Mothers? 


and lived in the abdomen. They further learned that @ 
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Church. Photos on pages 3 and 4 by Nita Barrow. 
Maps and drawing by Stuart Kingma, adapted with 
permission, from Lardin Gabas, a Land, a People, a 
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CMC NOTES 
International Year of the Child 


Many United Nations’ organizations, including 
UNICEF, WHO, UNESCO, FAO and ILO, have agreed 
to designate 1979 as the International Year of the 
Child (lYC). The World Council of Churches is organiz- 
ing activities around this theme for 1979 as well. 


The Institutes of Education and Child Health in 
London and the Ministry of Overseas Development of 
the UK are developing a programme for 1979 which 
is called the CHILD to child Programme. This pro- 
gramme is to focus on the children most in need in all 
parts of the world. Generally these are the children 
under five years of age living in rural areas and poor 
urban sectors of developing countries. There are 
350 million children in the world without essential 
services in health, nutrition and education. This pro- 
gramme will try to use the services of the school-age 
child to help the healthy development of the pre- 

chool child. The objectives will build on knowledge 


and practices which already exist in societies con- 
cerned. 


Efforts will be made to mediate the activities of this 
programme through the health workers in each 
country as well as the teachers and village leaders. An 
important aspect will be direct encounters between 
teachers and health workers to see what kinds of 
programme can be developed. Everyone can be 
involved. 


If you have any ideas or material, in any language, 
which can contribute to the CHILD to child Pro- 
gramme, or if you would like more information, please 
write to: 


CHILD to child Programme 
International Year of the Child 
Institute of Child Health 

30 Guilford Street 

London WC1N 1EH 
England. 


Still available - NOW AT REDUCED PRICES 


Health 
care in China 


an introduction 


WHAT IS A BAREFOOT DOCTOR? 


HOW DID THE CHINESE RID THEIR COUNTRY OF 
VENEREAL DISEASE? 


WHAT ARE THE CHINESE DOING ABOUT BIRTH 
CONTROL? 


These and many other questions were investigated by 
a Study Group in Hong Kong in 1973 on behalf of the 
Christian Medical Commission of the World Council 
of Churches, acting through the Department of 
Studies of the Lutheran World Federation. 


The Group’s 140-page report describes how the Chi- 
nese have organized health services to provide care 
for 800 million people, 80 percent of whom live in the 
countryside. 


The opinions and judgements expressed in the book 
do not necessarily reflect those of the Christian Medi- 
cal Commission. However, it has published the report 
in the hope that the information will be of value to 
health workers both in the developing and industrially 
developed countries, where failures in health care 
systems stand out so sharply against the technologi- 
cal and economic advancement. 


COMMUNITY 
HEALTH and 
the CHURCH 


by J. Hakan Hellberg 


The church is concerned with people, and people 
live in communities. The medical programmes of 
churches and missions are challenged today to meet 
the needs of people — as individuals, as families, as 
communities. 


As the conditions of people and their communitieg 
change, the spectrum of needs and problems is als 
undergoing change. To be able to respond to such 
changes, information is needed about principles and 
methods of community-oriented health care. COM- 
MUNITY HEALTH and the CHURCH, a 74-page book- 
let published by the Christian Medical Commission, 
contains some of the recent thinking on the medical 
mission of the church and also practical suggestions 
for church-related health care programmes and ques- 
tions for reflection and action. 


Together with its bibliography, the booklet is intended 
to help health workers of all categories and denomina- 
tions as well as church leaders and decision-makers in 
all six continents in their search for new methods of 
dealing with health problems. 
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